Introduction he long-recognized need t for routine developmental assessment of preschool children is becoming even more important, now that new federal regulations have spurred states to develop early intervention programs. The use of Developmental Screening Instruments (DSIs) alone has not proven to be satisfactory. Severe disabilities in infants are usually recognized early, but learning deficits are often not discovered until children are in school. But how is a pediatric clinician to choose in the burgeoning world of DSIs, most of which are reviewed negatively by nonpediatric scientists? A new validation study of a relatively less well-known DSI, the Developmental Profile-II (DP-11) / is published in this issue of Clinical Pediatrics. The DP-II consists of questionnaires for five scales -Physical, Self-help, Social, Academic, and Communicationto be completed by parentor The DSI may be used in a cross-section of populations at specific ages (e.g., at 3 years, the beginning of Head Start) or with individual children in typical clinical settings. The following comments focus on the latter use of DSIs.
Contextual and Clinical

Principles
Developmental screening instruments are used to identify children zuith developmental disabilities that would not be recognized zuithout their use. Developmental disabilities include cerebral palsy; mental retardation; communication problems of autism and language disorders; problems encountered during school years, such as attention deficit, hyperactivity disorder, and learning disabilities; and sensory problems of visual and hearing impairments. Most of these are likely to be identified clinically through parental concern, physical and neurologic examination, or aggressive monitoring due to family history or clinical status (e.g., low birth weight or drug exposure). The more severely involved infants with the above disabilities are often easily recognized clinically. Children with learning disabilities are typically not recognized until they are of school age, when higher cognitive processes are required in the educational setting. Thus, children with milder cognitive or language deficits are those who are most likely to be identified by DSIs alone. There are no empirical data to document how children with developmental disabilities are identified, whether by screening instruments or by other clinical means.
Intervention programs aimed at children zuith preschool developmental problems are beneficial. An underlying principle of screening for any clinical problem is that there is an available treatment that works.
There is a growing body of evidence that documents the educational and therapeutic benefits of interventions for preschool children with various developmental dysfunctions.5°6 Given the biologic constraints of certain conditions like cerebral palsy, autism, and Down syndrome, these results may be modest for such children, but substantial for their parents. Preschool children with mild cognitive and language problems, particularly those at high biologic and social risk, may receive substantial benefit from intervention in infancy and the toddler years. 7,1
The most useful of these interventions begin as early in infancy as possible, involve the parents, and target the child's environmental circumstances.9
There is a growing system available to deal with developmentally delayed preschool children. Public Law 94-142, which targets school-age children and older preschoolers with developmental disabilities, and the more recent Public Law 99-457, which targets infants from birth through 2 years of age, have forced states to develop systems to identify and manage children with developmental problems.l0,11 These community-based, coordinated, and family-centered systems of care are increasingly able to provide a systematic approach to children identified as being delayed by pediatric clinicians using developmental screening. Thus, the pediatric clinician need no longer feel an isolated responsibility when a child with developmental delay is identified in the clinical setting.
Developmental Screening Instruments
The purpose of screening children for developmental problems is to identify as early as possible those in need of more detailed assessments and treatments. Such screening instruments should be brief, inexpensive, referenced to a normative sample, administered in a standardized fashion, scored objectively, reliable, and valid. Many instruments, often described as &dquo;readiness tests,&dquo; have no reference population and are used primarily to develop curriculum plans based on skills that a child already has acquired. 12 Such instruments are of little value in a pediatric clinical setting. Norm-referenced developmental screening tests are judged by psychometric experts based on their reliability (same results if the test is repeated at a different time or by another tester) and validity (the test truly assesses what it intends to assess). Many DSIs including the DDST,3 Denver II,4 and the current Developmental Profile-II, have been criticized by experts, because of problems with their sensitivity (accuracy in identifying all subjects with developmental problems) or specificity (accuracy in identifying all the subjects with no developmental problems). In fact, the ability of an instrument to predict a future developmental diagnosis such as mild mental retardation, language or articulation problems, or learning disabilities in older preschool or school-age children is not an appropriate expectation for several reasons: First, the developmental process is a dynamic process which results from the transaction between the child and environment during the preschool years and beyond. 13, 14 Most studies have demonstrated that the home environment of the child is the best predictor of ultimate developmental status. It is not surprising that a child who appears normal on a developmental screen at 12 months of age may fall outside the normal range on a diagnostic test at age 5 years or that a child who appears mildly delayed at age 18 months may appear normal at age 5 years, given the multiple medical events and environmental transactions that occur during these years. Second, the ability of a standardized diagnostic test, such as the Bayley Scales of Infant Development, to predict long-term developmental status is limited. It is simply difficult to measure higher cognitive functions and processes during the early years of life. For these reasons, no DSI has yet been developed that meets all psychometric qualities, and thus none has been recommended uniformly for clinical use. The validity of a DSI should be judged by whether the instru-ment correctly identifies the child as delayed for the same age population or not at the time of screening, rather than whether it predicts a clinical problem in the future.
The early intervention (EI) field is beginning to move away from using test results to determine eligibility for early intervention services. The reauthorization of Public Law 99-457 explicitly states that &dquo;informed clinical opin-ion&dquo; must be a qualifying criterion for early intervention services in every state. Six states have made informed clinical opinion the only criterion for eligibility. In these states, professionals are to use both objective (i.e., test results) and subjective information to determine eligibility. Professionals must look at the quality, as well as the quantity, of the child's performance in a testing or observational setting. Thus, a professional judgment that a child has developmental differences can override any test scores to make a child eligible for EI services. The trend is thus strong to use test scores to shape clinical judgment of the developmental status of a child and not as a final determinant.
With young children, the expertise and skill of the examiner are far more important than the instrument being administered. Only a professional with a knowledge of, and training in, normal child development and developmental disabilities can adequately interpret the results of screening test.
Developmental Screening in Pediatric Clinical
Settings
Developmental screening instruments have not been well-accepted in pediatric settings.15
Reasons for this lack of acceptance include inadequate training in
